I HAVE no intention to furnish a complete essay on the midwifery forceps. I shall not at present discuss the various interesting points that bear on the questions as to when to use them, or how to work with them when applied. I restrict myself to a single point in their management; and one in regard to which, if we were to judge from the uniform instructions given in manuals of midwifery, it might be supposed there could be very little opportunity to suggest anything novel. In the directions for introducing the blades an almost stereotyped phraseology has been used by one writer after another, and as the practice I have been in the habit of following is in some particulars different from these directions, it may not be useless to bring the subject before this Society. I shall not be surprised, however, if I find that the plan I have now to suggest is one very frequently followed in practice, although not even alluded to in the ordinary text-books.
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The instruction I have to criticise is, that in introducing either of the blades, it is to be held lightly in the right hand, and that two or more fingers of the left, introduced into the vagina, should guide the point of the instrument, and guard the parts of the mother; and the amendment I have to submit is, that the task of introducing, guarding and directing should be trusted entirely to the fingers of the right hand, and that, in the first stage of introduction, the left, crossed over the right wrist, should have little more to do than to support the shank or handle of the instrument. The advantages of this plan are that the ordinary obstetric position does not require to be disturbed,?that in many cases the instrument can be used positively with greater facility,?and, at all events, that in this way it can be applied in instances where it would be almost impossible in the ordinary way.
which are apt to be overlooked or ignored by the regular attendant himself. As regards the termination referred to above, if what I heard of one of Dr M'Donnel's cases before I left Dublin be true?and I have no reason to suppose otherwise?it resembles that produced by leprosy; and influenced by this and other considerations of a like kind, which need not be detailed here, I am inclined to believe that a closer relationship will be found to exist between these two complications than Dr Fagge is willing to allow. At the outset, I must mention that my remarks are intended to apply to the double-curved instrument. My experience of the straight forceps has been limited, and, so far as it goes, decidedly unfavourable. In leverage power, and in the thorough command we have over it, it is greatly inferior to the long forceps.
The first objection I have to the ordinary instructions is the awkward position in which we are directed to place the patient. She is to lie as much as possible right across the bed, and, according to some writers, the nates are to be made to project over its edge. To put her in this position, of course involves trouble to the patient, and all the anxiety to her and her friends that attends preparations for what is regarded as a serious operation. It will not be denied that, when it has been determined to use instruments, the less formidable the procedure can be made to appear to the patient and her friends the better.
Other tilings being equal, that plan should be adopted which can be gone about in the quietest manner. The position across the bed, however, is quite necessary if two or more fingers of the left hand are to be introduced into the vagina. When the perineum is relaxed the ostium vaginse dilates, not from before backwards, but more nearly in the direction of a line drawn in continuation of the symphysis pubis. The twisting of the left wrist, therefore, would be extremely awkward if the body of the patient is not kept well forward.
With the plan I have followed, and Avould now advocate, the ordinary position does not require to be interfered with. The patient simply requires to be conveniently near the side of the bed. In very many cases it is a matter of indifference to myself whether she be lying on her back or on her side. If she is not under chloroform, and is anxious to facilitate procedure, I prefer a posture between the two. The right thigh can thus be more readily managed than when she is lying fairly on her side.
In regard to immediate management, we may take one of the simplest cases, where the head is at the outlet and the perineum is relaxed. An examination being made in the ordinary way with the right hand, the blade to be applied first?that is, in most cases, the lower or left iliac blade?is held in the left hand (which, as I have already said, is crossed over the right wrist), and the point directed to the margin of the outlet. If the perineum be well relaxed it will at once slide within the vagina, along the side or inner surface 01 the linger. Or, allowing the middle finger to remain within or at the edge of the vagina, the forefinger is made to catch on the inner rim at the rounded end of the fenestrum, and to draw the point cautiously onwards. If the patient be stout and the perineum thick, a little care is necessary to prevent any fold of skin or mucous membrane being caught by the edge of the instrument. One or other of the fingers feels cautiously round while the point is being coaxed onwards ; for, of course, through all the stages of introduction and adjustment any great amount of force is out of the question. The more firm the perineum is, the more necessary is it for the handle of the instrument to be directed well forwards. If the outlet of the pelvis be contracted, the handle may with advantage be even inclined to some extent across the left thigh, so that it is made to describe a complete half-circle as the blade is being made to sweep round into its proper position on the head.
When the point of the instrument is fairly within the vagina, its progress and direction are at first to be trusted almost entirely to the forefinger pushing on the rim of the fenestrum. I believe those who have never tried this plan will be surprised to find how easily it can be urged omvai'ds, and how safely the proper direction can be given.
Of course, the direction for the first blade is, as a rule, first backwards along the perineum towards the sacrum, and then downwards and forwards, so that the outer surface of the instrument is toward the left ilium ; and for the second blade, it is first backwards and then upwards and forwards, so as to lodge it between the child's head and the right ilium.
As long as the rounded point of the instrument is within reach it is pushed onwards by the forefinger, and the left hand has scarcely anything more to do at this stage than to allow the handle to rotate, and to be elevated or depressed according to circumstances.
When the finger has pushed it onwards as far as it can reach, the left hand becomes the propelling force. The forefinger, however, still acts at any convenient point as a fulcrum to assist in giving the proper direction to the blade, while the hand gives the rotating and forward movement.
If the os uteri has previously been slipped over the child's occiput, there is usually no difficulty now in at once adjusting the blade to the proper position on the head.
In this process there is wonderfully little risk of any injury being done to either mother or child. Ramsbotham indeed remarks, that if " a circular sweep of a portion of the pelvis is made, the maternal structures might be endangered." But it is really difficult to conceive how such an accident could happen, except by the grossest carelessness. Wrhen the perineum is at all distended, the surface of the vagina is so smooth that, it would be difficult, even intentionally, to make the edge of the instrument to catch on any fold of the mucous membrane. If the head is high in the pelvis the probability of doing so is still small, and may be avoided by the most ordinary care.
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twenty years, and have never met with any accident to the maternal passages by the sweep of the instrument. In regard to the progress of that part of the blade which is out of reach, the operator has first to have a clear conception of the direction he wishes it to take, and then to proceed with the caution, but, at the same time, with all the confidence that the surgeon has in passing the male catheter.
If the os uteri is still felt all round on the head, the tactus eruditus of the forefinger comes to be of great assistance. The instructions usually given to introduce the fingers of the left hand within the os, and to feel for the child's ear, appear to me to be not only needless but to be cruel to the patient, and indeed the attempt must often be difficult for the operator. The forefinger by itself, being intimate with the topography of the localities, can at once determine the position of the instrument relatively to the passages and the child's head. It not only takes up greatly less room, but it is positively more efficient. It is usually a very simple matter to introduce the point of the blade within the os, especially if the latter has been pushed low into the pelvis. When it is not easily reached, the method of procedure resembles what 1 have detailed for introducing the blade into the vagina. First, the finger tilts on the os, while the left hand cautiously advances the point of the blade till it rests on the child's head.
Then the finger hooks itself into the fenestrum, and, if possible, keeps the point sliding along the scalp till it catches the lip of the os and is pushed within it. The part at which I prefer to enter the instrument within the uterus is, for both blades, at the posterior or sacral portion of the os uteri.
If the point has passed the os, and we are uncertain whether it is outside or within the lip, all that is necessary is to draw back the instrument slowly while the finger is resting on the os. If it be within the lip, it will be caught on the tip of the finger, and no hesitation need then be felt to urge it steadily onwards, and to give the necessary rotatory impulse to bring it into position. It may sometimes be an advantage to be able to apply the forceps although the os uteri is not completely dilated, as in cases of severe convulsions, when uterine action is completely in abeyance, and the only hope for the mother is in the speedy termination of the. labour. Now, in the manner I have described, the forceps may be passed into the uterus when the os is scarcely more dilated than just to admit the breadth of the blade. On this point, however, I shall not at present dilate, as I have brought it before the Society on a previous occasion.1
In regard to the introduction of the second blade, the same general management is to be attended to. Introduced in front of the first blade, it is directed backwards along the perineum, and then upwards and forwards towards the right ilium. Here, as before, if the head be low in the pelvis, no difficulty is experienced in intro-during it within the vagina, and in adjusting it on the head. If the outlet is contracted, the handle may be inclined across the right thigh, at the first stage of introduction, and a complete half-circle be described in the adjustment. If the perineum is thick, or the patient stout and with sturdy muscular thighs, a convenient mode of introducing the second, blade is to project the handle so well forward that the left hand can support it in front of the thighs. When the patient is lying on her back, it can thus be passed with great facility. The forefinger again acts as the propelling agent in the first stage; and, according to circumstances, it does so either behind or before the shank of the first blade.
There is one point which requires a little study in the process of adjusting the second blade. Very often, when it is being made to sweep round to its position on the head, the handle is apt to be caught on the mattress; and this may sometimes be to an extent to make it appear to be impossible for the sweep to be completed. Usually a little coaxing will overcome the difficulty, but if this is not sufficient, all that is necessary is to get the patient to lie a little more on her back, and the handle may then be made to go round without interruption.
In regard to the locking of the blades I have nothing new to suggest. In most of the cases they lock readily with the first attempt. When they do not do so easily, an examination must be made to ascertain whether one of them cannot be better adjusted.
I believe it will be found that if one of the blades inclines to fall easily out of position, that is the one which requires to be further introduced or rotated. It is seldom necessary altogether to withdraw either blade.
If the adjustment cannot be improved, some force may be employed to complete the act of locking. The shanks are brought into contact as near the lock as possible. Then each handle being held firmly, the one in the right and the other in the left hand, the thumbs are made to press steadily on the one side of the lock, and the forefingers firmly to support the anterior shank on the other side.
The point of contact is the fulcrum, against which each handle, as a lever, is made to press from opposite directions. Considerable force can thus be applied, especially if the handles have transverse rests below the lock. Of course, the hands are ready to complete the locking as soon as the twisting or compression is sufficiently acomplished.
This paper might be considerably extended by considering what may be done in particular contingencies, but this is unnecessary.
I wish my remarks to be taken as hints rather than elaborate details. I believe, indeed, it would be impossible to lay down rules that must apply to all the cases that one meets with in practice. A great deal must be left to the common sense of the practitioner in adapting general instructions to the peculiarities of individual cases. Where there is pelvic deformity, or mal-position of the head, or strongly developed pelvic ligaments, more depends on the mode of traction and general management than on the mere act of introducing the blades; but these are points on which I do not enter in the present communication.
Note on Modification of the Midwifery Forceps.
A few years ago 1 I showed an instrument at this Society, intended to be such a modification of the long forceps, that the shank being cut at the middle, a joint was contrived by which the pieces could with facility be joined or detached. The Simpson forceps could thus be made as portable as the common short forceps. In contriving the joint, there was a rather intricate mechanism of spring and catch, to prevent the pieces becoming too readily disjoined. After some experience, however, I have discarded this mechanism as quite unnecessary, and for several years have found the simple instrument, which I now show to the Society, to answer admirably.
The two portions are joined by what is known as the bayonet joint. On the blade portion, a, there is a the solid-stemmed long forceps. It is then an impossibility for either handle to slip away from its blade portion. The whole of the strain in compression and traction is thrown on the solid part of the socket.
In using the instrument, I first introduce and adjust the blades, and then join the handles. Sometimes, however, as when the head is at the brim of the pelvis, I may join the handle on the second or upper blade, to assist in the rotation necessary to place it in position on the head. I do not find that the blade, when once adjusted, tends to slip out of its place more readily than that of the ordinary instrument. After introducing the first blade, I have purposely left it alone for some minutes without finding it displaced. Indeed, one would naturally expect that the absence of the weight of the handle would be rather an advantage in this respect.
The act of joining the handles is a very simple process. The notch in the rim of the socket being felt for, the nipple is introduced with the knob opposite the notch. When fairly inserted, the handle of the lower blade is turned upwards, and that of the upper blade is turned downwards. The instrument now resembles the ordinary forceps, and locking is made in the usual way ; of course, care is to be taken that the shank of the upper blade is in front of that of the lower when the handles are joined.
As, in my former paper, I narrated some cases to illustrate the advantages of this modification of the midwifery forceps, I shall not now detain the Society by further remarks. I may only mention that, after other nine years' practice, I have never experienced any serious difficulty in regard to the speculative objections that were urged against the instrument.
